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Not very much: (1) When the baby is bun- 
dled to protect against weather or (2) when 
shaded to protect against glare or(3) when 
the sun does not shine for days at a time. 
Mead’s Oleum Percomorphum is a pro- 
phylactic against rickets available 365} 
days in the year, in measurable potency and 
in controllable dosage. Use the sun, too. 


Mead Johnson & Co., Evansville, Ind., U.S.A. 


This baby’s mother learned 
about Mead’s Oleum Percomor- 
phum from her physician, not from 
public advertising or displays. 


"Servamus Fidem” 
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DEALING WITH BEHAVIOR PROBLEMS AND MENTAL DIS- 
ORDERS OF SCHOOL CHILDREN* 


Dr. ED. RUCKER CLARDY 


Director of Children’s Group, Rockland State Hospital, 
Orangeburg, N. Y. 

The interest of psychiatrists, as well as educators, is gradually 
being focused on the emotional problems and mental disturbances 
of childhood. The alarming increase in juvenile delinquency, espe- 
cially during and since the war, has been an added stimulus. Juve- 
nile delinquency has arisen to the alarming extent of a 10% aver- 
age increase since 1941. In 1947, the city police commissioner re- 
ported that during the preceding year, New York City alone had 
23,000 cases of juvenile delinquency. 

' The scope of the present paper has been based on observations 
of 875 cases of behavior disorders or mental disturbances studied 
in the Rockland State Hospital, Children’s Group, and the Pearl 
River Child Guidance Clinic. 

The types of cases most frequently encountered in our clinics 
and at the Children’s Group were as follows: 

1. Neurotic Traits: Emotional instability, anxiety, tenseness, 

fears, crying, stammering, disinterest and day dreaming. 

2. Habit Disorders: Temper tantrums, nail-biting, thumb- 

sucking and enuresis. 

8. Conduct Disturbances: Disobedience, fighting, stealing, 

destruction of property and sex offenses. 

4. Educational Disabilities: Reading disabilities, spelling 

and arithmetic disabilities and others. 

5. Personality Disorders: Seclusiveness, depressed states 

and feelings of insecurity. : 
Psychoneuroses: Hysteria, anxiety and mixed types. 
Psychopathic personalities. 
Schizophrenia. 

During our many years of observation, the following etio- 
logical factors or basic mechanisms have commonly arisen. 


* Read at the Annual Meeting, New York State Association of School 
Physicians and of the New York State School Nurse Teachers’ Association, 
Saratoga Springs, July 20, 1948. 
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Over 90% of the cases in the Children’s Group, as well as a 
large percentage in the child guidance clinic had histories of severe 
rejection. Some children had been placed in as many as seven fos- 
ter homes over a period of two or three years. Some had been. de- 
serted by their fathers or mothers or their parents had separated. 
For instance, one boy who was sent to the institution because of 
stealing, destruction of property and running away from home, 
stated, ‘““My parents were separated and they were having a fight 
for my custody. I was sent to a foster home. I thought no one 
wanted me and I hated everyone.” 

Children in various specific sections of New York City com- 
monly expressed feelings of having been deprived. For instance, 
one boy from Harlem who burglarized and robbed, stated, “I didn’t 
have the clothes that other children had; I didn’t have any money 
to go to the movies. I didn’t have a bicycle or skates. There was 
nothing to do. It was fun and exciting to steal or break windows.” 


In a child guidance clinic, a first year high school girl was not 
doing well in her subjects. On psychometric examination, she was 
found to have tested in the superior range of intelligence. When 
asked why she was disinterested in school, she stated, “I don’t like 
typing and stenographic work. My mother insisted on me follow- 
ing this line. She said she needed the money and I could help out 
at home.” The mother who is the wife of a lawyer who had been 
involved in swindling and consequently lost his practice as well as 
social standing, admitted she had encouraged the child to take up a 
business course. Following her examination at the clinic, the girl 
was reclassified, giving her the subjects of her choice. From there 
on her interest increased and she became one of the leaders of her 
class. 

Jealousy among children of the same family, or sibling rivalry, 
is another etiological factor commonly producing behavior prob- 
lems. For instance, Carl, a ten-year-old boy of normal intelligence, 
but who could not read, was not getting along as well as his young- 
er sister. In fact, his sister soon caught up with Carl. The parents 
ridiculed the boy, saying that he was dumb and that his sister had 
caught up with him. He lost all interest in school work and would 
become upset and cry if the teacher called on him to recite. His 
difficulties were further accentuated by a reading disability. He 
was aided when he and his parents learned that “he was not dumb” 
and after receiving remedial reading instructions. 


Over-protection is vividly portrayed by the case of an only 
child who refused to talk for a period of three months, both at 
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school and at home. He was petted, pampered and bribed by his 
parents. After attendance at the clinic, the parents discontinued 
their fondling. The boy was allowed more emotional freedom. 
Understanding teachers tolerated and ignored his behavior. Con- 
sequently, he began to talk and recite in class and now is very 
little problem in the third grade or at home. 

Heredity is an unknown factor. Often we have histories of 
psychopathic parents; parents who are commonly maladjusted, who 
had criminal records, who did not care for or support their fami- 
lies. Some had histories of treatment for mental disorders. 

It seems logical, since we have no sustaining proof, to con- 
clude that there is probably a combination of both environmental 
and hereditary factors. 

Although a child is seen only about once or twice a month in a 
child guidance clinic, nevertheless, results have proved gratifying, 
probably due mostly to the concentration of the facilities of the 
community and school towards the guidance of the case. For ex- 
ample, the attitude of the parent may be changed or directed. The 
teachers, likewise, are directed as to the attitude they are to as- 
sume. Frequently the minister or boy scout leader is called into 
conference. In addition, the Children’s Court is often interested 
and willing to cooperate. Often a child is saved the process of 
court procedure. We have several cases of sex offenses on record, 
who were brought up in court and then turned over to the child 
guidance clinic, where they were seen regularly and given neglect- 
ed sex instructions and their sexual conflicts cleared up. These 
children were saved the stigma of court procedure and probable 
misleading effect of residence in correctional institutions. 


Often it is necessary for a school to forbear old rules, regula- 
tions and red tape and make adequate class or school placements or 
give a child added or individual attention. For instance, one Man- 
hattan school stated that they could not place a boy in the work 
shop because he was not in high school. In our Pearl River clinic, 
if a child needs more shop work, he is given more shop work. He 
may be placed in a certain regular class and receive reading, spell- 
ing or arithmetic instructions in another class. 

It may be mentioned here that the Rockland State Hospital 
Children’s Group, which was established in May, 1936, with the ob- 
jective of studying and treating behavior disorders and beginning 
psychoses in children, was probably the first institution of its kind 
in the United States, established primarily for the study and treat- 
ment of such selective cases. The general description of the group 
is as follows: 
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- Children are. accepted from the ages of three to 12 years. 
It has been learned that young children are more amenable to treat- 
ment than older ones. Children who have reached the age of 11 
or 12 years and who have long histories of continued delinquencies 
are usually very difficult to treat, and it has often been necessary to 
transfer them to correctional institutions or to adult divisions of 
state hospitals. In regard to the ratio of the sexes, the boys re- 
ferred for treatment outnumber girls about five to one. This is 
probably due to the fact that boys are naturally more aggressive 
than gir!s, also girls are usually more protected in the family sit- 
uation. 

Admissions are limited to Primary Behavior Disorders and 
beginning psychoses. 

Mental deficiencies are not accepted. Children must have 
average intelligence, that is, an IQ of 90 or above. The children 
are usually referred by welfare agencies, child guidance clinics, 
juvenile courts, or directly by their parents. Most of them are 
admitted on Minor’s Voluntary Applications. 

Etiological factors were discussed in the first part of the 
paper, but we will again enumerate them as follows: 

REJECTION: Approximately 90% of the children admitted to 
the group have histories of severe rejection. 

DEPRIVATION, EXPLOITATION, OVER- PROTECTION, SIBLING 
RIVALRY, SEXUAL MALADJUSTMENTS: Under sexual maladjust- 
ments, it may be noted that sexual difficulties are more often asso- 
ciative factors rather than basic mechanisms. For instance, a child 
with homo-sexual difficulties has a history of severe over-protec- 
tion by his mother. In other words, he made the wrong identifica- 
tion because of abnormal association with an over-protective 
mother. 

The group has a capacity of 120 children. There are six cot- 
tages, each with the capacity of 20 children. 

Naturally the school is a very important component of the or- 
ganization. We have four to five regular classroom teachers, also 
teachers for arts and crafts, music, physical education and shop. 
When the group was first opened we followed the progressive edu- 
cational idea to the extreme. We thought every child was to do 
just as he pleased. Although we have continued to follow the gen- 
eral plan of progressive education, nevertheless, it has been neces- 
sary for us to modify our ideas. Society demands discipline and 
it is necessary for all of us to follow the demands of society. In 
fact, the children themselves recognized the need for discipline and 
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gradually requested more rules and regulations. After several 
years of experience and following much trial and error, we have 
developed a very efficient school which is meeting the needs of this 
type of emotionally disturbed or maladjusted child. The develop- 
ment of our school has been greatly aided by the efforts of our 
school consultant, Dr. Samuel I. Hicks, principal of the Pearl River 
school system. Our consultant has made possible a very important 
procedure in the connection of the school life and treatment of the 
children of the group, that is: the procedure of allowing our better 
adjusted children, those who are about to be released, to attend the 
Pearl River school. This gives the child a chance to make a pre- 
liminary’ association with outside community life. (Dr. Hicks will 
describe in further detail the general organization and functioning 
of our school system.) 


There is a psychologist detailed to the group, who is usually 
aided by an interne psychologist. A short time after admission, 
the children are given psychological examinations, as well as 
achievement tests. .Also children are given further tests during 
regular intervals of from three to six months. 


A Social Worker is an absolute necessity and a permanent 
worker is detailed to the group. It is the function of this worker 
to obtain social histories, make placements when a child is released 
and to carefully follow the child’s progress after release. She con- 
tacts the child, as well as the parent and other agencies and, there- 
fore, coordinates the child’s relationship with the parents and with 
outside agencies or other interested persons. 

Probably the most helpful factor is the general psychiatric 
supervision and management of the children; in other words, the 
planned psychiatric attention given the children in groups or indi- 
vidually by all members of the staff. For instance, nurses and at- 
tendants are educated and trained as to the psychiatric manage- 
ment of these children. This training is effected by the conference 
method and by lectures. In the conference method, cases are pre- 
sented by a member of the staff. PracticaHy all the staff members 
attend and discuss the case, the psychiatrist giving a general sum- 
mary. The psychiatric staff is composed of three psychiatrists. 
Play therapy is common technique utilized by the psychiatrists, as 
well as by other trained therapists. 

We have practiced many forms of psychiatric treatment and 
we believe that we have learned considerable. Some cases have re- 
acted well to psychoanalysis and psychoanalytical methods of 
therapy. On the other hand, where psychoanalytical methods 
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failed, a child made good progress following an attachment to a 
nurse or an attendant. As previously stated, a large percentage of 
the children admitted to the group suffer from insecurity resulting 
from rejection. Therefore, this larger percentage react favorably 
to the general planned. psychiatric therapy of security, kindness, 
love, and substituted parental care afforded them by cottage 
mothers, teachers or other members of the staff. 

After a child has made a good adjustment, the next procedure 
is placement. In many instances, parents have changed their atti- 
tudes and have become again interested in their children. There- 
fore, where possible and if the home conditions are suitable, the 
child is returned to his parents. It may be mentioned here that 
during the treatment of the child, the parents are interviewed regu- 
larly and, therefore, the treatment of the parents is often a major 
factor in the readjustment of the child. 

If home conditions are unsuitable and if a child is severely re- 
jected, it may be necessary to place him in a suitable foster home. 
Often poor foster home placements have contributed to the child’s 
difficulties. Therefore, in order not to make a similar mistake, we 
must carefully search for foster parents who really want the child. 
Usually we have the child to visit foster parents in order to make 
sure of his feelings towards such a placement. The children who 
are released attend and are followed-up in an after-care clinic for 
a period of about one year. In the meantime, the Social Worker 
aids in this follow-up. We have learned following 12 years of 
observation that the average residence or length of treatment 
varies between two to three years. 


So far the general results of the treatment of the children 
with Behavior Disorders and beginning psychoses has appeared 
quite satisfactory. It has been determined that approximately 
80% of the children treated were able to remain out of the institu- 
tions and made fairly good adjustments. The rate of return and 
those sent to other institutions has been about 16% to 20%. A con- 
‘siderable amount of research concerning the development of mental 
disorders has been undertaken and published. Furthermore, 
through these efforts, we have learned a great deal about the 
etiology of mental disorders in children and also of juvenile delin- 
quency. 

The results of our treatment at the Children’s Group appar- 
ently have shown success, and inasmuch as we have been contin- 
ually overcrowded and, therefore, unable to accept many of the 
numerous requests for admission, other similar institutions should 
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be erected in New York State. Also, according to reports and in- 
quiries from communities in other states, there is a growing: need 
for the establishment of such institutions in these various other 
states. 

It seems that our results definitely show many needs for 
prophylaxis. The etiological factors further show that our social 
systems and laws are at fault. It seems that our American youth 
is being shamefully neglected and rejected, not only by our parents, 
but by our society in general, and our law-makers in particular. 
We are putting on various campaigns for the eradication of cancer, 
heart disease, cerebral arteriosclerosis, infantile paralysis, sleeping 
sickness, and we are blindly neglecting a fearfully increasing ma- 
lignant scourge, manifesting itself in juvenile delinquency, be- 
havior problems, and neurotic disorders of childhood; and despite 
all of this warning and hand-writing on the wall, very little is be- 
ing done, although we must give some credit to the interest shown 
recently by the Federal Government as manifested by the Federal 
Security Agency. Imagine what could be accomplished by the aid 
of a few millions or one little billion as compared to the millions 
and billions thrown away and wasted in some parts of Europe. How 
can we be so blind as not to realize that the future of America 
depends upon the education and salvation of our American youth. 

& 

Removal of Warts,—To the Editor: Kindly send me literature 
or information on the use of liquid oxygen in the removal of moles 
and warts. G. L. Harker, M.D., Nogales, Ark. 

Answer—An article by Irvine and Turnacliff (Arch. Dermat. 
and Syph. 19:270, Feb., 1929) has a historical review of the sub- 
ject, a report of results obtained in various types of lesions and a 
full discussion by a number of dermatologists. More recently, in 
June, 1947, Kyle and Welsh of Cincinnati, read a paper on the 
subject at the annual meeting of the American Medical Associa- 
tion in Atlantic City, N. J. This has not yet been published, but 
will appear soon in the Archives of Dermatology and Syphilology. 
Both papers report satisfactory results from the use of liquid 
oxygen on superficial lesions such as warts and keratoses, and both 
stress the ease with which it is applied. Liquid oxygen, however, is 
available in relatively few communities. Journ. A.M.A., June 12, 1948, 


p. 666. 


School Lunch Program,—aA total of $75,000,000 has been made 
available by the Congress for the 1948-49 school lunch program. 
This money is limited to food assistance. Last year’s appropria- 
tion was $70,000,000. 
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THE SCHOOL’S PART IN DEALING WITH BEHAVIOR PROB- 
LEMS AND MENTAL DISORDERS OF SCHOOL CHILDREN* 


SAMUEL HICKS, PH.D. 


Superintendent, Pearl River Schools, 
Pearl River, New York 


Dr. Clardy has given a great deal of information about Mental 
Hygiene Clinics and the preventative and corrective measures that 
have been taken in working with the public schools. He has also 
given you a very clear picture of the Children’s Group at Rockland 
State Hospital. In the first part of his discussion, he has been pre- 
senting the viewpoint of the consulting psychiatrist, and in the 
second part, the viewpoint of the Director of the Children’s Group. 

My position in these two is the opposite or complement of that 
of Dr. Clardy. In the Mental Hygiene Clinics I have been the ad- 
ministrator in need of advice and help, while in the Children’s 
Group I have been the consulting educator. 

When the Mental Hygiene Clinics were first proposed as a 
part of our public school program, there was considerable com- 
munity opposition to the idea — based, as is usual, on an erroneous 
concept of their operation and purpose. Before this group, I hesi- 
tate to say it, but one of the leading opponents was the school 
physician. The community opposition was based on two factors 
which were closely related: 

(a) Parents assumed that the school authorities were ques- 

tioning the sanity of any child referred to the clinic. 

(b) The psychiatrists assigned by the State for this work 
were also on the staff of Rockland State Hospital, where 
many of the parents worked — possibly the theory that 
an expert is an ordinary man away from home was work- 
ing in reverse here. 

In my opinion, the program limped along for two or three 
years with the adverse opinion so strong that the parental consents 
could be obtained only for the children who were in such serious 
disciplinary difficulty that the school administration could insist, 
or where the child was so disturbed and causing so much trouble at 
home, that the parent was willing to try anything. 

In 1939 we had one of those inspirations you sometimes get. 
We decided to have all of the children in the fifth grade scheduled 
for the Mental Hygiene Clinic as a routine part of our program. 


* Read at the Annual Meeting of the New York State Association of 
School Physicians and of the New York State School Nurse Teachers’ Associa- 
tion, Saratoga Springs, July 20, 1948. 
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The official reason given for this procedure was that we felt that 
the psychiatrist should see some normal children, so that he might 
reorient himself as to what normal children were like. Perhaps he 
had been dealing with abnormal people so long that his viewpoint 
had become warped. With all due respect to the intent toward ob- 
jectivity that any conscientious doctor would have, it probably did 
the psychiatrist no harm to see these other children. 

At any rate, the fact that we were scheduling the best and 
brightest and supposedly most normal children to the Clinic, had a 
very salutary effect on the attitude of the rest of the parents, and 
with the exception of a few of the parents who are employed as 
attendants at Rockland State Hospital, we have had little difficulty 
in obtaining parental consents since that time. 


I believe we further strengthened the position of the Clinic 
somewhat when, in 1941, we established a regulation that any 
child whose parents requested a “double promotion” or “skipping 
a grade,” must have a favorable recommendation from the Clinic. 

If we had the time and could arrange for the services of the 
specialists, we would like to continue the policy of having every 
pupil in the Clinic, preferably twice during his school career — the 
first time in the primary grades and the second during the adoles- 
cent years of high school. 

At present we are referring children to the Clinic for the fol- 
lowing reasons: 

(1) A request by parents for double promotion. 

(2) A request by parents for admission to the first grade 

without completing a full year of kindergarten. 

(3) Approval by parents of arranging a special program — 
not segregation — for children having an I.Q. of less than 
80. We will not have them take the special program un- 
less the Clinic recommends it — even though the parent 
gives consent. 

(4) Serious behavior disorders — especially at home. 

(5) A serious discrepancy between apparent intellectual abil- 
ity and school accomplishment. 

(6) A request by parents to try to help insure success in col- 
lege. (I had both my own daughters in the Clinic for this 
purpose.) 

Some day I hope that I shall have the courage of my convic- 
tions and recommend that a school of 1,000 children — Kdg to 12 
— employ a full-time psychiatrist and a full-time psychologist. 

Dr. Clardy has adequately outlined the procedures at the Chil- 
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dren’s Group of Rockland State Hospital, except for the educational 
program. Not but what he is far more competent to discuss it 
than I am, but because he wanted to leave something for me to 
talk about. 

The children who are accepted or retained by the Children’s 
Group range in age from four to fourteen; in 1.Q. from 85 to 165; 
and in grade achievement from Pre-Kindergarten to Grade Eight. 
In practically all cases they are considerably retarded, because the 
emotional upset culminating in commitment or voluntary place- 
ment has interfered with learning or with school attendance or 
both. 

The primary objective of the Children’s Group is to rehabili- 
tate the child and get him back to his normal place in society. It 
is recognized that if he is to return to a normal home and school 


situation, he should be as near as possible to the proper level of . 


school achievement. Otherwise the frustrations, disappointments 
and feelings of inadequacy may very likely bring on a recurrence 
of the condition that has just been cured. 

An Elementary School for Grades Kindergarten to Eight is an 
integral part of the Children’s Group. It has classroom teachers 
who have the same educational qualification as the teachers in any 
elementary school. 


The children are carefully tested as to grade achievement and 
are assigned to groups based on grade level, social and physical 
maturity — as they should be in any good elementary program. 
However, the groups are further separated into two sections based 
on the relative adjustment of the child. 

One section of each group is made up of those children who are 
so disturbed or disturbing that their presence in a room inter- 
feres with the instruction of other children. Their attention or 
concentration span is much shorter. These children follow a 
schedule giving them a maximum of physical activity, including 
arts and crafts and as much instruction in reading, number work, 
social studies, etc., as they are able to undertake. 


The other section has a program that very nearly reaches the 
goal at which good elementary schools are aiming — but with much 
less success. 

Because these children have the double handicap of being 
mentally ill and not only retarded, but very unequally retarded, 
the instruction in basic school subjects must be on an individual 
basis. The largest number of children a teacher can adequately 
instruct at a time is about seven for the disturbed and disturbing 
section, and not over twelve for the better adjusted section. 
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Monthly conferences of the whole staff are held and, on rec- 
ommendation of these conferences, a child may be moved from one 
section or group to another at any time. 

When any child, in the opinion of the staff conference, is re- 
habilitated to the point where he may be returned to society, he is 
transferred to the Pearl River School for his education, while con- 
tinuing to reside at the Children’s Group. Because, in many cases, 
bad home conditions have been a contributing factor to the original 
placement in the Group, it is frequently necessary for the Social 
Worker to find a foster home and consequently a child may re- 
main in the Group for several months before satisfactory arrange- 
ments can be made. Attendance at Pearl River enables the child 
to make a partial readjustment to society while still retaining the 
guidance and “protection” of the Group. Occasionally it is dis- 
covered that he is not yet ready for discharge and is unable to make 
even the partial adjustment. 

It would take hours to give an exhaustive treatment of what 
is being accomplished with these children, and I do not propose to 
exhaust you in the process. 

I am sure that both Dr. Clardy and I will be most happy to 
attempt to answer any questions you may have — we both love 
to talk about it. 

* * * * & 

Disinfection of Swimming Pool,—To the Editor: We are 
building a public swimming pool in Fairfield in late Spring. Is 
bromine as good as chlorine for disinfecting a swimming pool? 
We would appreciate an opinion. (Incidentally, I am against use 
of bromine, because if the object is to make the water in the pool 
as safe as drinking water, bromine won’t do it.) Donald B. 
Frankel, M.D., Fairfield, 


Answer—The use of bromine as a substitute for chlorine in 
the disinfection of swimming pool water received impetus during 
wartime when chlorine became difficult to obtain. It would ap- 
pear‘that a level of about 2.5 parts per million daily bromine dosage 
for indoor pools and three parts per million daily bromine dosage 
for outdoor pools provides a satisfactory treatment. Maintenance 
of a bromine residual between 0.2 and 0.5 parts per million is 
customary. This daily bromine dosage and bromine residual re- 
sults in satisfactory disinfection with low incidence of complaints 
of eye and skin irritation. Equipment for the treatment of swim- 
ming pool water with bromine is still in the developmental stage. 
Further information on this subject may be obtained from Dr. 
Roland R. Cross, Director, Department of Public Health, State of 
Illinois, Springfield, Il. Journ. A.M.A., July 17, 1948, p. 1099. 
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“HEALTH EDUCATION — A BASIC ISSUE”* 
MoreEY R. FIELDS 
Assistant Professor in Education, New York University. 


An attempt to phrase the Basic Issues in Secondary Education 
in the State of New York has resulted in a similar serious breach 
of educational precepts in relation to health. Again we have the 
traditional agreement as to the importance of health and the tradi- 
tional disregard for the support of the agreement in practice. From 
the one unit State mandate in Health Teaching in 1942 to the pres- 
ent attempt at integration there have developed changes that em- 
phasize that lack of conviction. That the required unit in health 
teaching was revised downward in practice to meet the requests of 
so-called budgetary and personnel problems posed by the adminis- 
trators without an opportunity for the health educators of the 
State to be heard, is an indictment against democratic procedure. 
Because administrators do not favor the health teaching mandate 
is not a valid reason for rejecting the one unit requirement, neither 
is it considered a good reason for adopting the program of integra- 
tion. Then, too, the argument that an adequate testing period was 
given to determine the worthwhileness of the one unit mandate is 
fallacious, for was not this testing period the war years? Since 
these were years of trial and stress for even already established 
educational programs, how could it be expected that the neophyte, 
health teaching, would be perfectly executed, particularly in view 
of the fact that at that time there were not enough well trained 
teachers. The picture is different now. 

The question has been raised as to the method of presenting 
health education in the high schools. If it is only a question be- 
tween integration and an organized formal course, the answer ap- 
pears obvious. Teaching for health in the high school requires 
more time than can be allotted in the integrated program, a place 
in addition to and outside of the regular classroom where experi- 
ences in healthful living must take place, and a teacher with the 
training and qualifications needed to guide the student in proper 
ways of living. Of necessity, these three factors cannot be proper- 
ly met through the integrative process alone. A certain amount of 
health learning and practices may be gleaned through various 
school experiences, but no great amount takes place without the 
three essentials. 


* An abstract,—the major portion of an address given at Syracuse, N. Y., 
Jan. 29, 1948, before the Conference of New York State Council on Health 
Teaching. 
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Consider integration as a possibility of teaching for health in 
the high school. To me, integration may be regarded as being inci- 
dental to the specialized subject with which it has relationships. 
This being the case and since teachers are usually judged by the 
courses they teach and not the integrating aspects, then it would 
seem logical for a teacher of Social Studies, for example, to em- 
phasize that subject in which he has a vested interest, — not health, 
of course. Special subject teachers are too interested in their own 
fields, and thus fail to utilize opportunities for the improvement of 
student health. When, in the integrating process, teaching for 
health is the business of every teacher, it becomes scattered and 
neglected, because it is not the liability of any single person. Let 
us make an analogy. Good English usage is the responsibility of 
all teachers, yet what educational accomplishments would result if 
there were no central course in English? Health education, too, 
must be centered in a well-organized course in order to be effective. 


Considerable criticism has been levelled at subject matter 
specialization in the high schools with the attitude that subjects 
are taught and not boys and girls. To obviate this, integration has 
been proposed at the secondary level. Proponents of such a thesis 
also note that integration considers the whole child in a natural 
learning environment and that health is vital to life and enters into 
all shares of life, thus they ask, “Why restrict it to a classroom?” 
‘Since health is a way of life and not merely relegated to subject 
matter to be studied and passed, then health education should be 
given its due share of importance for the fulfillment of a basic ob- 
jective of living. This should take place in a systematically organ- 
ized course that will give direction and value to the place of health 
education in the life of the child. 


If it is stated that in the use of the integrative procedure, ad- 
ministrative problems may be eased, I can see one slight value to 
integration, but if it were held that integration would improve liv- 
ing better than an organized course, I am not in accord. It ap- 
pears to me that statements relating to integration being necessary 
because of a lack of prepared teachers, is merely begging the ques- 
tion. Does that mean that teachers in specialized areas as home 
economics, biology, and science are better equipped to teach for 
health? It is known that most subject matter teachers are totally 
unprepared for effective health teaching. Since the original man- 
date in 1942, numbers of well-trained health teachers have been 
graduated from our teacher preparing colleges, — more are com- 
ing. 
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Many health teachers are available for positions now, positions 
that were once open, but now are closed because administrators 
have found a way to carry out a health teaching program “on 
paper” without actually putting it into practice, as has been so 
naively suggested by the Basic Issues in Secondary Education. 
Teacher preparing institutions have an obligation to the health 
teachers already trained and the hundreds who will complete their 
training soon. If there are no positions for these people, what is 
to happen to them? One can deduce that these highly skilled teach- 
ers will not stay in the field of education. 

What are the values of a systematic course in health education 
in the high school? It would serve as a focal point for all general 
health knowledges and experiences in the school; it is of great 
importance for specific knowledges. The discussion leader in this 
area is one who has specialized, and being properly trained is more 
aware of the needs of the group and in a better position to guide 
youth because of a recognition of their differences. Surely, there 
is value in making someone definitely responsible for health edu- 
cation. In addition, such a course helps to obviate the feeling on 
the part of the student that it is a minor area and of little conse- 
quence. In this responsibility is presented the best opportunity 
for handling personal health problems. A systematic health edu- 
cation course is needed because the development of healthful living 
in an individual needs careful organization and regular presenta- 
tion not entirely feasible in an integrative sense. 

Health education is not merely a subject to be learned; it has 
deeper relationships in attitudes and practices; and is concerned 
with how to live. Because of this, it has little of the old tradi- 
tional educational methods. It offers rich experiences in every-day 
happenings through the media of visitations, audio and visual aids, 
problem-solving, and the rarity of personal conferences, so badly 
needed as a means of guiding our young people. Best of all, or- 
ganized health teaching meets the immediate as well as the future 
needs of the students since it serves to bring together attitudes, 
habits and knowledges so that they may be discussed and evalu- 
ated. 

In what other area of education will you find anything so vital 
as the physical and emotional adjustment of the adolescent? Here 
is a 14-year-old boy who has acne on his face. Do you believe for 
one moment that he is concerned about his homework assignments 
in Math and Science when because of that skin condition he can’t 
get a date with the cute little blonde girl who sits next to him? 
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If you do you are very smug and complacent. There goes a girl 
who is experiencing tremendous emotional problems because of a 
lack of proper sexual adjustment. Is it your feeling that she wor- 
ries more about getting the correct answer on an examination than 
she does in getting along with boys? Look at this boy with his de- 
cayed teeth and sore gums that set up unpleasant neurological pat- 
terns. Can he be expected to be a good citizen in that condition? 
These are a few of the problems that need particular attention and 
that can be ferreted out only by the specially trained health teacher 
through a systematic appraisal of students and in an organized 
health teaching class. Multiply these difficulties by the number of 
adolescents in this country today and you have a rough estimate 
of the tremendous problems needing solutions through health teach- 
ing. Better still, multiply that product by the number of adults 
in this country and you will realize how much still has to be done 
in health education. 


Is integration of school health teaching the only answer to the 
health problems? The answer of course is “no”. Well, what about 
a single course in health teaching? Without doubt the organized 
class would yield excellent results, but it is still not the complete 
answer. To provide the richest kinds of teaching and experiences 
in health education there must be, as a core or common learning, a 
systematically organized one unit course with a specially trained 
health teacher. Since health is the base of education, every teacher 
should have some responsibility for health teaching, consequently, 
integration should supplement the organized classroom instruction. 
Integration then implies the need for co-ordination, so there must 
be a trained person, the health co-ordinator, to bring together all 
contributions and relationships of the health program to the great- 
est completeness and satisfaction. 


This proposal is not new, it is one that is recognized as the 
only complete approach to teaching for health by agencies in the 
fields of education and health. Many states throughout the coun- 
try have already instituted or are seriously considering such a 
program of health education. New York State has always been 
known to be a leader in education, but in the area of health educa- 
tion, the brightness of this State’s leadership will rapidly wane 
unless immediate corrective measures are taken. Look to your 
laurels, New York! 
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SAFETY IN THE GYMNASIUM — SAFETY EDUCATION* 


Boys and girls look forward to hearing the bell ring for a gym 
class because, for an hour or so, Billy and Suzie can forget about 
rows of desks and study assignments and concentrate on an all- 
important relay race or baseball game — but a gymnasium is no 
place to relax when Billy and Suzie run the risk of having an acci- 
dent because of faulty equipment or their own inexpertness in 
games! 

Statistics 


1. In 1947, 23 per cent of all the accidents on school premises 
were within the jurisdiction of the gymnasium. Nineteen per 
cent of these accidents were in the gymnasium itself, another 2 per 
cent in the swimming pool or showers, and 2 per cent in dressing 
rooms. 

General Precautions for the Administator 


2. Adapt all gymnasium activities to the physical needs and 
abilities of the students. Test individual skills so that students 
will not attempt skills out of their range. 

’ 3. Be sure that the first lesson in any activity demonstrates 
the safe way of performing the activity. 

4. Supervise the use of all gymnasium apparatus or equip- 
ment. In this case, “supervise” is interpreted to mean that the 
teacher is in the room or on the piayfield with the class. 

5. Do not allow hard-soled shoes in gymnasium classes except 
for such activities as social and tap dancing. 

6. Be sure that each student fastens his gymnasium shoes se- 
curely. Laces should be shortened to avoid tripping. 

7. If a student must wear his eye-glasses all the time, adjust 
gymnasium activities to his handicap. Investigate the possibility 
of using nonbreakable glasses which are used in some university 
gymnasiums. 

8. Explain to students that bracelets, rings, pencils, pens, 
watches, etc., should be removed because these articles may cause 
bruises, scratches or cuts. 

9. Emphasize the danger of unusually long finger nails. _ 

10. When small groups are carrying on various activities at 
the same time, see that each group occupies an area where its ac- 
tivities will not interfere with other students, equipment, or walls. 

11. Do not allow students to climb up to get objects which are 
lodged between the beams or rafters. 


*Published by the National Safety Council. 


s 
: 
‘ 
Tak 


—— 


THE JOURNAL OF SCHOOL HEALTH 219 


Physical Equipment — General 

12. The gymnasium should be built according to safe con- 
struction standards as well as safe standards. There should be 
sufficient space between the sidelines, the endlines and the lower 
tier of bleachers to prevent players from running into the bleach- 
ers. 

13. All gymnasium doors should open outward. 

14. The head of the department should inspect all gymnasium 
apparatus at the beginning of each semester. 

15. Eliminate all objects which project from walls. Screen 
and recess drinking fountains and radiators. Screen windows and 
lights. Do not fasten ropes or nets to screens. 

16. Try to avoid placing desks, tables, chairs or other ob- 
structions in gymnasiums or swimming pool rooms. If there is no 
other place for this equipment, be sure to put the equipment in the 
safest possible place removed from all traffic. 

17. When a piano is not in use, place it against the gym- 
nasium wall. 

18. Never ask pupils to carry or move any heavy object such 
as a piano. They may rupture themselves from over-exertion. 

19. Place window poles where they cannot fall or be tripped 
over. 

20. Plan gymnasium classes small enough to allow each stu- 
dent plenty of room so that he will not interfere with another stu- 
dent’s activity. Allow sufficient space for peak loads either by in- 
creasing space or decreasing the load. 

21. Be sure the gymnasium floor is made of materials that 
will reduce slipping to a minimum. Repair loose boards and elimi- 
nate splinters. 

22. Use mats whenever possible. When you wish to cover a 
large floor area, place mats edge to edge. In some cases, it is wise 
to tie the mats together. 

Showers and Locker Rooms 

23. See that all showers and locker rooms are under the di- 
rect supervision of a bath attendant, matron or teacher. 

24. The attendant, not the students, should control the master 
shower regulator. 

25. Attendants should never allow a layer of soap to accumu- 
late on the shower room floor. 

26. Light switches should be placed away from shower areas. 

27. Be sure that locker and shower room floors are made of 
nonslip floor materials that can be cleaned easily. 
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28. See that each shower stall has a floor mat and soap dish. 

29. Have enough space in the locker room so that movement 
ean be free and uncongested. 

30. Arrange benches so that there is plenty of room for a 
passageway. 

31. Inspect benches frequently to see that they are free from 
splinters, protruding nails and sharp corners. 

32. See that all water and steam pipes are placed out of reach 
of students. 

33. Be sure that there is enough room between shower heads 
so that students will not bump into each other. 

34. Rules for Students in Showers and Locker Rooms: 

(1) Do not run. 

(2) Do not stand on benches. 

(3) Do not snap towels. 

(4) Do not swing or hang from bars or pipes in the shower 

room or locker room. 

(5) Keep locker doors closed when not in use. 
Special Activities 

35. When you demonstrate the high jump, stress the danger 
of falling backwards on the arm. 

36. Do not allow students to jump in leather shoes. They 
should jump in gym shoes only. 

37. Allow at least 10 feet of clearance to the side and 20 feet 
beyond the jump standards. 

38. Place standards so that the extended pin which supports 
the crossbar is away from the jumper. 

39. Make a rule that pupils in charge of the crossbar must 
stand on the “take-off” side. 

40. Inspect crossbars for dangerous splinters or sharp ends. 
You can prevent splintering by taping crossbar ends. 

41. See that sand or dirt in high-jump pits is well-loosened 
and free from stones or glass. 

42. Keep the path of the jumper clear. 

43. Place hurdles five feet from side walls or other obstruc- 
tions. 

44. Set the finish line 20 feet or more from the end wall. 

45. When you have a group of beginners, use hurdles which 
have light, movable crossbars, instead of swinging hurdles. 

46. Inspect crossbars for splinters or sharp ends. 

47. If you use the swinging type hurdle, leave it locked dur- 
ing practice so that it will fall freely. 
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48. Rope off the hurdle lane in a crowded gymnasium. 

49. Make a rule that any batter who throws his bat in play- 
ground ball is automatically “out”. 

50. Instruct all players that batters awaiting their turn in 
playground ball should line up on the side of the home plate facing 
the batter. 

51. Prohibit all sliding into base. 

52. Do not use either playground or hard-ball bats in gym- 
nasiums unless a small group is occupying the gymnasium alone 
and is directly supervised. 

53. To avoid collision, instruct players to call for fly. balls. 

54. Show players how to catch baseballs above the waistline 
with fingers pointing upward; below the waistline with fingers 
pointing downward. 

55. Locate diamonds so that baseballs will not go into the 
streets. 

56. Be sure that the running broad jump and running hop- 
step.and jump is always played outdoors, never indoors. 

57. Be sure that sand or dirt in jump pits is well loosened 
and free from stones or glass. 

58. Sprinkle the take-off board with lime and keep board flush 
with the ground. 

59. Be sure the way is clear before a jump is made. 

60. Do not allow pupils to hold the lower end of a rope while 
another pupil is climbing. 

61. Caution students against swinging on the ropes. 

62. Keep students a safe distance from the lower end of the 
rope so that they can avoid being “flipped’’. 

63. Warn students against over-exerting themselves. 

64. Do not allow students to hang or swing from the beam 
at the top of the rope. 

65. Caution students to come down the rope hand over hand. 
Sliding may produce friction burns. 

66. Be sure to use mats in all rope climbing activities. 

67. Permit only one person on a rope at a time. 

68. Place teams far enough apart to prevent collisions be- 
tween participants. 

69. Set out finish line at least 10 feet from the end wall. This 
should be a chalk line; do not use walls or lockers for the finish. 

70. See that the team is on the runner’s right on the return 
run. The runner will then be able to pass the baton with the right 
hand. 
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71. Allow only one pupil at a time on the chinning bar. 

72. Always place a mat beneath the bar when it is being used. 

73. Inspect the bar periodically. 

74. The teacher should be especially careful to supervise this 
activity during free play. 

75. Be sure that students use the traveling rings only for 
traveling. 

76. See that students travel in one direction only. 

77. Do not permit excessive swinging between rings. 

78. Do not allow twisting of the rings because it frays the 
rope. 

79. Do not allow students to jump rungs of the horizontal 
ladders. 

80. See that all exercises are done in a hanging position. 

81. Do not allow students to swing on the bar and then jump 
on the mat. 

82. If students swing on the ladder with a forward and a 
backward motion, caution them that the dismount should aan be 
made on the backward swing. 

Source Material 

83. SAFETY IN HEALTH, PHYSICAL EDUCATION AND RECREA- 
TION. 95 pp. Chicago: National Safety Council, 20 N. Wacker 
Drive. 1941. 

84. SAFETY IN ATHLETICS. Lloyd, Deaver and Eastwood. 
432 pp. Illustrated. Philadelphia: W.B. Saunders Co. 1936. 

85. TIME OUT FOR SAFETY. Floyd R. Eastwood. Safety 
Education. January, 1939. 

86. HANDBOOK OF SAFETY REGULATIONS. Gordon C. Graham. 
174 pp. Detroit: ‘Board of Education. 1941. 

Other data sheets now available are: (1) Bicycles; (2) 
Matches; (3) Firearms; (4) Toys and Play Equipment; (5) Falls; 
(6) Cutting Implements; (7) Lifting, Carrying and Lowering; (8) 
Poisonous Plants; (9) Electric Equipment; (10) Pedestrian Safe- 
ty; (11) School Buses; (12) Flammable Liquids in the Home; (13) 
Passenger Safety in Public Carriers; (14) Chemicals; (15) Hand 
Tools; (16) Nonelectric Household Equipment; (17) Sidewalk 
Vehicles; (18) Camping; (19) Alcohol and Traffic Accidents; (20) 
Cooking and Illuminating Gas; (21) Solid and Liquid Poisons. 

Data Sheets reprinted from SAFETY EDUCATION are available 
from the National Safety Council, 20 N. Wacker Drive, Chicago 6, 
Ill., at 5 cents each. 


Reprinted from Safety Education, December, 1947, p. 19. 
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EDITORIALS 


The two leading articles in this Journal issue deal with the 
problems of mental hygiene and describe what one community is 
doing in its efforts to prevent and if possible to cure in this field. 
The breakdown in family life, due to many factors, not the least 
of which has been the disruptions of the war; the failure of 
parents to accept the burdens of rearing a family; the huge and 
seemingly increasing proportion of divorces to marriages ; crowded 
housing; and other factors are having the inevitable result on the 
happiness and reactions of the children. As is usual in an edu- 
cational or social emergency the burden of prevention and cor- 
rection — and of diagnosis too — will devolve on the schools. It 
seems to be the definite duty of health and educational journals to 
publicize discussions and efforts in this field of mental hygiene. 
—C. H. K. 

* * * * 

The third article, one on Health Education by an Assistant 
Professor of Education, is a well-presented discussion of the ob- 
stacles involved in integration of Health Education into the 
curriculum. 

The author emphasizes the inadequate time allotted to health - 
instruction in the integrated program, the factor of the need of a 
specially trained teacher for successful teaching in the health 
field, the major interest of other special teachers in their own 
fields —to say nothing of their ignorance of health and health 
methods and materials. 
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The State of New York was well launched in a program for 
training special teachers in health education when the change of 
policy — according to rumor at the behest of some other special 
teachers — practically scuttled the program. Young people will 
not train for a special field when the state in which they hope to 
teach shows such a wavering in policy as to make them question 
whether positions will be available for them after they are 
trained. 

The lack of trained teachers in the health education field was 
a weak excuse for the scuttling. How many of the most worth- 
while things in our school programs would be missing if this 
argument had prevailed. Most of the modern things in the school 
program suffered at first from lack of specially trained teachers — 
home economics, mechanical arts, art itself, physical education, 
school nursing and so on down the line. 

It is fervently hoped that the leaders among our states who are 
now fostering worthwhile health education programs will persist 
in their efforts —C. H. K. 


* * * * * 


ABSTRACTS AND NOTES 


School Camp Nurse Counseling,—The nurse in a year-round 
school camp has a unique opportunity for health counseling as she 
works with constantly changing groups of children and with the 
camp personnel. 

St. Mary’s Lake School Camp is located five miles north of 
Battle Creek, Michigan, and borders on a small lake. 

The children come to camp for a period of two weeks from the 
fourth, fifth and sixth grades of the Battle Creek and Calhoun 
County public schools. The schools rotate in sending campers. 
The groups usually number between sixty and eighty. 

Programs at St. Mary’s Lake School Camp are planned on the 
premise that an outdoor education program should: 

1. Center on child nature and needs. 

2. Consider the development of the whole child. 

3. Insure the child’s participation in the total program. 

4. Seek to integrate all of its activities around the problems 
inherent in living together outdoors. 

5. Take full advantage of the country’s rich outdoor heritage. 

6. Base its methodology upon discovery, adventure and di- 
rect experience. 

7. Stress principles rather than detailed facts. 

8. Emphasize the social process of co-operation rather than 
that of competition. | 

The responsibilities of the nurse at St. Mary’s are many and 
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varied. She is on call around the clock during the period the chil- 
dren are in camp, except for a few hours of relief occasionally. A 
physician may be called for illness or accidents and he provides 
standing orders under which the nurse functions. 

As a health teacher the camp nurse helps to lay the founda- 
tion for the future health of the nation and strengthen its present 
good health. This she does by demonstration and by participating 
with counselors and campers in all types of work, study and play 
activities. 

She has the opportunity to see and work with the total per- 
son, child or adult, as an individual and as the member of a group, 
and see the results of this contact. She also has the opportunity 
of co-operating with many agencies and people in promoting child 
and community health in the community which her camp serves. 

Program content at St. Mary’s Lake School Camp is developed 
around four main objectives: (1) keeping healthy, (2) care of the 
ill and injured, (3) safe living, and (4) health education. 

A good deal of health education of the children concerns the 
environment. A safe environment is necessary for safe living. 
On their tour of the camp one of the things which the children see 
is the pumphouse where the water is obtained and stored. They 
learn about safe drinking water, how it is tested and why, where it 
comes from, the danger of using water from an unknown source. 
The children are taught the proper use of camp toilets and how to 
conserve water used in the showers. They see the incinerator in 
use and the safety measures employed. They see the farmer come 
and haul away the garbage for his pigs. 


The children are taught the direct effect of housekeeping on 
safe living. In the cabin, clothing, shoes, sticks and other pos- 
sessions, which may be dropped on the floor and left there may 
injure unobserving people who trip over them. A wet or soapy 
spot in the bathroom may cause a fall. Dusty floors may be laden 
with germs. Dishes, silverware, glasses and food should be pro- 
tected from contact with soiled articles. Out on the grounds safe 
sight paths are marked and used because it makes more sense to 
walk where you can see where. you are walking than to take a 
chance and perhaps turn an ankle. Handrails are used on stair- 
ways. Repairs are made as needs arise. Swimming water is tested 
and waterfront safety taught and practiced. When tools are be- 
ing used the proper method of use is explained. 

Throughout the camping period the children are exposed to 
learning situations. There are discussion periods, story periods; 
there are demonstrations and observation periods. But doubtless 
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a great deal is taught through precept, example and indirect sug- 
gestions of the counselors, the nurse and other camp personnel. 


By Marcia A. Thompson, R.N., Public Health Nursing; April, 1948. 
Abstracted by G. E. C. reser 


New York Commissioner Upholds PTA Rights in School Af- 
fairs,—An important step toward strengthening the rights and 
purposes of parents’ associations was gained through a court de- 
cision rendered by the New York State commissioner of education, 
according to School Parent. 


A Yonkers, New York, elementary school principal was 
charged with failure to co-operate with the parent-teachers asso- 
ciation of her school, and brought to trial before the board of 
education. 

The eight charges enunciated by one of the officers of the 
United Parents Association as indicative of her uncooperative and 
antagonistic attitude were: 

1. When first appointed principal of the school, she ordered 
cancellation of the opening meeting of the PTA stating she had 
arranged her own meeting for getting acquainted with the parents. 

2. She publicly stated that she would not participate in any 
PTA activities. 

3. She directed the PTA publicity chairman not to mention 
anything about teachers’ participation in the PTA in publicity re- 
leases. 

4. In order to keep parents away from PTA meetings, she ar- 
ranged to hold functions of her own either on the same or pre- 
ceding day of a meeting. 

5. She told the president of the PTA that at the expiration of 
the term of officers, new elections should not be held and the organi- 
zation should be disbanded. 

6. When she had been principal of another school she had 
forced such an organization there to disband. As soon as she was 
transferred, the PTA there was re-established. 

7. She refused to permit the distribution of notices of a PTA 
meeting to the children in the classrooms. 

8. She refused an offer of PTA funds to repair the school’s 
movie projector and slide machine. As a result, there were no 
films shown the children for most of that school year. 

After hearing the evidence, the Yonkers board of education 
found the defendant “guilty of conduct unbecoming a principal, 
and prejudicial to the good order and efficiency of the school sys- 
tem” because she “refused to co-operate with the PTA ...and... 
attempted to hamper and disband the same.” 
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However, the defendant appealed the verdict to the commis- 
sioner of education on the grounds that a PTA had no right to pre- 
fer charges against a teacher or principal, and that only the super- 
intendent of schools or the board of education was empowered to 
do so. 

In reply, Lewis A. Wilson, Acting State Commissioner of Edu- 
cation, stated that “there is no statutory provision preventing the 
board of education from hearing charges against teachers present- 
ed by persons such as members of the parent-teacher association in 
this proceeding.” 

A second contention which the defendant felt justified in ap- 
pealing was that she could not be found guilty of “conduct unbe- 
coming a principal and prejudicial to the good order and efficiency 
of the school system” because of her failure to co-operate with the 
parent-teacher association. 


In answer to this claim, Dr. Lewis A. Wilson was very ex- 
plicit, stating that “where the public relations between the princi- 
pal and the parent-teacher association of the school are such that 
the successful administration of the school may be jeopardized, it 
would seem that the board’s duty would be to investigate.” And 
further, ‘a PTA plays an important role in the encouragement of 
educational opportunities for the children in attendance at school. 
Therefore, after carefully examining the record, I concur with the 
board of education that... her... public relations were such that 
... the board was justified in insisting upon the reprimand.” 

At the conclusion of the trial and appeal the vice-president of 
United Parents Association who had represented the parents at the 
trial, stated that: 

“Parents and citizens in general have a paramount interest in 
the operation, conduct and efficiency of the public school systems 
which they finance through taxes and direct through lay boards of 
education. 

“The decision of Commissioner Wilson in this case resolves 
any doubt that a parents’ association may bring charges against a 
member of the professional staff; that a board of education may 
hear and take action on those charges, and above all, it sets forth 
the necessity for the maintenance of good teacher-parent and prin- 
cipal-parent relationships on the part of the school staff. 

“It recognizes legally for the first time the fact that the main- 
tenance of such good relations is part of the duty of an educator. 

“This is important if we are to maintain and adequately sup- 
port a good school system. The public schools are, as the name 


implies, the public’s schools.” From School Management, March, 1948, 
page 9. 
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School Health Materials Wanted,—The National Publicity 
Council, in co-operation with the School Health Section of the 
American Public Health Association is preparing a display on 
school health education activities for the 76th Annual Meeting of 
the Association, November 8-12, 1948 in Boston. 

All teachers and other personnel concerned with the health of 
the school child are invited to participate in the exhibit by send- 
ing to the Publicity Council before October 1st, information and 
materials which illustrate new and effective programs in the school 
health field. 

Materials on the health education aspects of each of the fol- 
lowing will be included in the exhibit: School Health Service 
Programs; School Environment; Home, School and Community 
Programs and Classroom Teaching. 

Contributions to the display should be sent to the National 
Publicity Council, 130 East 22nd Street, New York 10, N. Y., be- 
fore October Ist. 


* * * * * 


TO SUBSCRIBERS DESIRING CHANGE OF ADDRESS 


Please report change of address direct to Journal of School 
Health, 3335 Main Street, Buffalo 14, N. Y., allowing five weeks be- 
fore change is to take effect. (Be sure to send your old address to- 
gether with new address.) Copies that have been mailed to an old 
address will not be forwarded by the Post Office unless extra post- 
age is sent to the Post Office by the subscriber. 


* * * * * 


NOTICE 

The Editorial office of the Journal of School Health needs bad- 
ly copies of the Journal for February, 1948. Please send copies 
that can be spared to Charles H. Keene, Editor, Journal of School 
Health, 3335 Main Street, Buffalo 14, New York.—C. H. K. 

* * * * * 
MEETINGS 

Under the auspices of the National Safety Council the 36th 
National Safety Congress will be held in Chicago, IIll., October 18- 
22, 1948, on the School and College Safety Program. A complete 
program may be obtained from the National Safety Council, 20 
North Wacker Drive, Chicago 6, Illinois. 

The American School Health Association and the American 
Public Health Association will hold their annual sects at Bos- 
ton, Mass., November 11, 1948. 

The American School Health Association headquarters will be 
at the Hotel Statler. Program—see September Journal of School 
Health. 
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